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F 431 [ 483.60(b), (d), (e} DRUG RECORDS, F 431 R . 1071311
$5=E | LABEL/STORE DRUGS & BIOLOGICALS The Nursing Homs palicy for
Medication Administration has been
The facllity must employ or obtaln the services of revised to include “the licensed nurse
a licensed pharmaclst who establishes a system will check expiration date on all
of records of recelpt and disposition of all medications before administering, Do
confrolled drugs In sufficlent detall to enable an not give any medication if the
accurate reconclllation; and determines that drug medication is expired or has no
records are In order and that an account of all expiration date present and call the
controlled drugs is maintained and periodicelly Pharmacy.” (see #6 on attachment A)
reconciled. All licensed staff members have been
in-serviced on this policy, (see
Prugs and blologleals used in the facllity must be :;t;:hnl:;nt B) alieg (e
labeled In accordance with currently accepted .
professional principles, and Include the Terry M, Brimer, Pharm. D. Lo/

appropriate accessory and cautionary
instructlons, and the expiration date when
applicahle.

In accordance with State and Federal [aws, the
facillty must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access fo the keys.

The facllity must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed In Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject fo
abuse, except when the facllity uses single unit -
packege drug distribution systems in which the
quantity stored Is minimal and a missing dose can
he readlly detected.

This REQUIREMENT Is not met as evidenced
by:

1. Investigated procedures,
software, and labeling.
Identified recent modifications
of label formatting pushed the
expiration date out of the print
space on the label. Pharmacy
corrected and generated new
labels. Pharmacist reviewed
all other labels to ensure they
were correct.

2, New action- Pharmacy staff
members will review all
pharmacy generated labels.
(see attachment C)

{X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE _ T m M M/
_ E W shfn- (ol

Any deficlency elatement ending with an asterisk (*) denotes a deflclency which the wnsTitullon may ba excussd from correcting providing It Is determined that
olher safeguards provide sufficlent protection to the patients. (Ses Instrucllons,) Except for nureing homes, the findings stated above ere disclosable 90 days
following the date of survey whether or not a plan of carrectlon Is provided. For nursing homes, the above findinge and plans of correction are disclosable 14
days following the date these documents are made avallable to the faclily. If deficlencles are clted, an approved plan of correotion s requisile to continued

pragram participation.
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F431) Continued From page 1 F 431

Based on observation and interview the facllity
falled to ensure controlled substances had an
expiration date for twenty-slx resldents of forty
resldents reviewed.

The findings Included:

Observalion on October 4, 2011, at 8:53 a.m,,
with charge nurse #1 revealed twelve residents of
ninefeen resldents on wing one had controlled
substances n the medication cart, Continued
review of the controlled substances with charge
nurse #1 confirmed the confrolled substances did
not have an expiration date.

Observation on October 4, 2011, at 9:20 a.m.,
with charge nurse #2 revealed fourleen residents
of twenty-one resldents on wing two had
controlled substances in the medlcation cart.

-| Continued review of the controlled substances -
with charge nurse #2 confirmed the controlled
substances dld not have an expiration date,

Interview on October 4, 2011, at 9:40 a.m., with
the facllity pharmaclst confirmed the labeling
system for controlled substances had been
changed at the pharmacy resulting in the
explralion dates being dropped off.
F 441 (483,65 INFECTION CONTROL, PREVENT F 441} To prevent this from happening to 10/13/11
8§8=D | SPREAD, LINENS . Resident #8 or any other resident, all
licensed staff were informed of the
The facility must establish and maintain an need to wear gloves any time
Infection Controf Program deslgned to provide a touching a pill and/or capsule with
safe, sanltary and comfortable envlronment and the bare hands is necessary, washing
to help prevent the development and transmission hands|prior to medication
of disease and infection. administration, and cleansing hands

' between each resident.

(a) Infection Control Program
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FF 441 | Continusd From page 2 Fagq| COMnueciom page
The facility must establish an Infection Control The Medication Administration policy | 10/13/11
Program under which it - (see attachment A) has been revised to
(1) Investigates, contrals, and prevents Infectlons |- include the above statement, and all
in the facillly; licensed staff members have been in-
(2) Decldes what procedurss, such as isolation, serviced (see attachment B) on this
should be applled to an Indlvidual resident; and policy/revision.
(3) Malntalng a record of incidents and corrective _
actions related fo infections. This will be monitored by each nurse

being observed during the medication

(b} Preventing Spread of Infection pass by a Pharmacist or Supervisor

(1) Whan the Infectlon Control Program quarterly.
determines that a resident needs isolation to :

prevent the spread of infection, the facliify must
isolate the resident,

(2) The facility must prohlbit employees with a
communicable disease or infected skin lesions
from direct contact with resldents or thelr foad, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each dlrect resident contact for which
hand washing [s Indlcated by accepted
professlonal pracfice.

-~

(c) Linens

Personnel must handle, store, process and
transport linens 8o as to pravent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview, the facility failed to maintain
infection control practice during medlcation
administration for ona resldent (#8) of fourteen
residents reviewed,
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The findings included:

Resldent #8 was admitted to the facility on May
10, 2011, with dlagnoses including Congestive
Heart Fallure, Chronic Obsfruclive Pulmonary
Disease, and Anemia,

Medical record review of the current Physician's
recapitulation orders revealed
"...SPIRIVA(medication for treatment of
bronchospasms) CAP(capsule)...use 1 (one) -
Inhalation daily..."

Observation on Qctober 4, 2011, at 7:26 a.m.,
revealed charge nurse #1 administering
medications to resldent #8, Continued
observation revealed charge nurse #1 opened the
medication cart and retrleved a splriva inhalation
device from the medication cart. Further
observation revealed the charge nurse then
retrieved a spiriva capsule for Inhalation without
washing the hands or donning gloves and placed
the capsule in the inhalation device, Observation
revealed Charge Nurse #1 then administered the
medlcation to the resident,

Intervlew with charge nuise #1 on October 4,
2011, at 8:05 a.m,, at wing one nurse's desk,
confirmed Infeclion controf was not maintalned for
resldent #8 during the medication administration.
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